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Accidental barium bronchography
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46-year-old man with a his-

tory of T2N2 right tonsillar

squamous cell carcinoma
was referred to the emergency
department after a large aspiration
event during a barium esophogram.
His cancer had been treated five years
previously with panitumumab, radia-
tion and salvage surgery for residual
tumour. The esophogram was
arranged for a six-month history of
dysphagia and periprandial coughing
up of food contents. The patient was
asymptomatic upon arrival in the
emergency department.

Upon examination, he appeared
well and hemodynamically stable,
with a respiratory rate of 20 breaths
per minute, oxygen saturation of 94%
on ambient air and a temperature of 38.1°C. Respiratory examina-
tion showed no increased work of breathing, with crackles in the
right lung base on auscultation. Neurologic deficits included palsy of
the right hypoglossal nerve and asymmetry of the soft palate. Chest
radiographs conducted in the emergency department showed accu-
mulation of barium in the right middle and lower lobes (Figure 1).
Bronchoscopy confirmed localization of barium in the right lung,
with no evidence of tracheoesophageal fistula. Nasopharyngoscopy
showed normal vocal cord function, but absent supraglottic and
glottic sensation. A videofluoroscopic swallowing examination iden-
tified uncoordinated swallowing with florid aspiration, and a diag-
nosis of aspiration pneumonitis was made. These findings were
attributed to delayed effects from radiation treatment. He remained
clinically stable and a feeding gastrostomy tube was inserted.

Risk factors for aspiration include altered level of conscious-
ness, neurologic dysfunction of the upper airway, structural
esophageal disease, cancers of the aerodigestive tract and iatro-
genic disruption of the airway (i.e., intubation and endoscopy).
The anatomic configuration of the bronchial tree predisposes
contents to enter the right and middle lobes on erect aspiration,
as shown in our case.

Aspiration pneumonitis is an inflammatory injury to the lung
triggered by exposure to noxious stimuli, typically of gastric origin.
Clinical manifestations range from none to cough, wheeze, dysp-
nea, respiratory failure and, in severe cases, acute respiratory dis-

Figure 1: Radiographs of the posteroanterior (left image) and lateral (right image) chest showing barium
bronchograms of the right middle (arrow A) and right lower (arrow B) lobe bronchi. Extensive tree-in-bud
opacifications in the right middle and lower lobes are indicative of bronchiolar filling (arrow C).

tress syndrome.! Treatment is typically supportive, and routine
antibiotic use is not indicated.*

Barium is chemically inert and had been used as a contrast
medium for bronchography before the advent of computed
tomography and bronchoscopy.? Although historically found to
be safe in this context, aspiration of barium may also produce a
chemical pneumonitis in some cases.?
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